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Primary care groups Modernising primary and community health services David Wilkin, Therese Dowswell, Brenda Leese The government's plan for the NHS, published in July 2000, sets out an ambitious programme of investment, recognising that "the development of primary care services is key to the modernisation of the NHS." 1 Since the founding of the NHS primary care has been one of its greatest strengths but also its weakness. It has provided low cost, easily accessible care, but it has also been characterised by wide variability in quantity and quality, fragmentation, and a lack of coordination. The Labour government's 1997 white paper on the NHS proposed sweeping away the internal market and promoting a culture of collaboration and partnership. 2 The establishment of primary care groups in England in 1999-which were charged with developing primary and community health services, commissioning hospital services, and improving the health of communities of around 100 000 people-represented a radical change in the organisation of primary and community health services. By 2004 all of these groups will become fully fledged primary care trusts, controlling most of the budget for providing health care to the populations that they serve. These organisations, led by local health professionals, will play a vital role in delivering the changes to primary and community services that the government sees as key to modernising the NHS. Within a framework of goals and performance standards set at the national level, the NHS plan asserts that the responsibility for decisions about services should be devolved to those who best understand local needs and circumstances. In this article, we focus on three key components of the government's strategy for modernising primary and community services: promoting a more efficient use of resources through collaboration and sharing, improving access to primary care, and enhancing the capacity of the workforce.
National tracker survey
The national tracker survey is a longitudinal survey of 72 of the 481 primary care groups established in England in 1999. 3 It aims to evaluate their achievements and identify features associated with success in performing their core functions. The first survey was completed in December 1999 and the second in December 2000. Details of the survey were summarised in the first article in this series. 4 The evidence used in this article is derived from telephone interviews with 69 chairs of primary care groups and trusts (97% response rate), all but four of whom were general practitioners. The interviews were conducted between October and December 2000. 
Collaboration and sharing
The status of general practitioners as independent contractors to the NHS, and the fact that they compete with each other for patients, has encouraged practices to concentrate their efforts on providing services for their own patients. General practice fundholding offered further incentives to improve and extend services within practices but led to accusations of increasing inequalities and inefficient use of resources. However, when incentives have encouraged collaborative working, general practitioners have shown both a willingness and an ability to work together. The development of out of hours cooperatives, 6 total purchasing pilot sites, 7 and locality commissioning groups 8 during the 1990s illustrated the potential for collaborative
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Developing primary and community health services is a key component of the government's plans for modernising the NHS Primary care groups and trusts have a vital part to play in overcoming the variability, fragmentation, and isolation that have been the weaknesses of primary health care in the NHS Primary care groups and trusts have introduced initiatives to promote greater collaboration between general practices and to share expertise and resources Improving access to care is an important feature of the modernisation plan, and most groups and trusts are actively promoting access, particularly for people who have been poorly served traditionally Groups and trusts are tackling staff shortages by using clinical specialists and promoting extended roles for nurses and pharmacists working in general practice. The establishment of primary care groups and trusts is an attempt to develop a stronger collaborative culture in primary care, to reduce inequalities, and to promote the efficient use of resources through greater sharing of staff and facilities.
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Many primary care groups and trusts are promoting greater collaboration by sharing resources between practices (table 1). Some of these schemes to share resources were in place before primary care groups were established and others would have developed without intervention; however, most primary care groups and trusts are actively promoting schemes to facilitate the sharing of resources. Previously, some of these services may only have been available to the patients of fundholding practices. Groups and trusts have initiated schemes to make services available to patients throughout their locality. Although at the time of the survey many developments were still at the planning stage, some groups and trusts identified schemes that they had initiated previously and that had already been implemented (table 1) . For example, 12 of the 17 schemes already in place for sharing facilities for minor surgery had been initiated by the group or trust. More than three quarters (88%) had initiated at least one scheme for sharing resources between practices.
Improving access to services
Improving access to primary care services has been a recurring theme in government policy over the past four years, and it is an important component of the NHS plan.
1 High profile national initiatives such as NHS Direct, walk-in centres, and one stop primary care centres need to be accompanied by local efforts to target poorly served groups, extend surgery opening hours, reduce waiting times for appointments, and develop the roles of nurses and pharmacists to provide care at the first point of contact. In the face of rising demand and increased expectations, primary care groups and trusts are looking for ways to manage demand more effectively and efficiently.
Most primary care groups and trusts have initiated schemes to improve access and manage demand (table  2) . Although walk-in centres, often staffed by nurses, have been strongly promoted nationally as a way to provide alternative points of access to health care, they are not widely available or planned. The costs of establishing and operating such centres has tended to restrict them to those groups or trusts that have been awarded additional funding as part of the government's initiative. They may also be difficult to integrate into the existing provision of health care which is practice based. More than half of the groups and trusts surveyed were, however, operating or developing healthy living centres (local centres with a remit to promote health and prevent disease). Many were focusing attention on ways of improving access to existing services by extending surgery opening times and implementing initiatives to reduce waiting times for appointments. Although many of the schemes initiated by groups and trusts were still at the planning stage at the time of the survey, some had already been implemented. Eleven of the 16 schemes already operating to reduce waiting times for appointments had been initiated by groups or trusts.
Difficulties in accessing primary care services tend to be concentrated among particular groups (for example, homeless people, drug users, refugees, and members of minority ethnic groups) and in particular areas (for example, inner cities, sparsely populated rural areas, and housing estates in deprived areas). The extra resources and innovative services that some fundholding practices were able to implement to improve access may not have targeted the groups and areas with the greatest needs. Primary care groups and trusts may be better able to identify needs, target resources, and develop services for their local areas. Fifty three (77%) of those surveyed had schemes operating or planned to improve access for poorly served groups or areas.
Enhancing workforce capacity
The success of national and local strategies in improving the provision of primary and community health services will depend to a substantial extent on the capacity and flexibility of the workforce. The NHS plan emphasises the need to break down "old fashioned demarcations between staff" to improve services. 1 The need for staff to develop new skills and take on new roles is made more pressing by widespread problems in recruiting and retaining sufficient numbers of Establish walk-in centre 6 (9) 12 (17) 8 (12) Establish healthy living centres 7 (10) 34 (49) 25 (36) general practitioners and other health professionals. Six months after being established, 19% of groups and trusts reported problems with recruiting and retaining general practitioners, and 40% said that they had an insufficient number of practice nurses. 3 By their second year, most groups and trusts had begun to implement schemes to tackle recruitment and retention or to enhance the capacity of the workforce (by having health professionals acquire new skills or extend their roles), or both (table 3) . Recruiting general practitioners to salaried positions under the personal medical services pilot scheme 9 was often associated with initiatives aimed at groups or areas that were poorly served. Similarly, schemes to develop the roles of nurse practitioners and pharmacists were often prompted by the need to find better ways of managing increasing demand and rising expectations.
Are services being modernised?
Whether many of the targets set out in the government's national plan for the NHS are achieved depends on whether primary care groups and trusts can modernise primary care and community services. Understandably, their first year was largely taken up with establishing an infrastructure and finding ways to work together as effective organisations.
381 0 By the end of their second year, they had begun to play an active role in implementing national policy and shaping local services. It is still too early to expect to see large improvements in services for most patients despite the recent announcement of increased funding for the NHS as a whole and primary care in particular. 11 Nevertheless, ministers and the NHS Executive can be pleased with the performance of groups and trusts so far. Although progress is by no means uniform, most groups and trusts are sharing resources and expertise between practices, introducing initiatives to improve access to primary care and manage demand, and looking for ways of sustaining and developing the capacity of their workforce. Many of these initiatives are still at the planning stage, but some groups have already made changes that have the potential to deliver a better service.
One of the perceived deficiencies of the internal market of the 1990s was its failure to address inequalities. Primary care groups and trusts are able to take a more strategic approach to developing services because they have the responsibility to deliver better and more equitable services and they control their own budget. Not all of them are doing so, but the fact that many were targeting initiatives at poorly served groups or areas is encouraging. The many schemes for sharing resources between practices-as a means of ensuring greater equity and access to a wider range of servicesare also important. General practice fundholding often had the opposite effect: it restricted access to services to the patients of particular practices regardless of need.
Primary care groups and trusts are making good progress in improving primary care, but there are a number of reasons to be cautious. Firstly, the evidence is drawn almost entirely from reports provided by those who are closely involved with these organisations. In this article we have drawn entirely on the accounts provided by chairs of groups and trusts; these are general practitioners who will inevitably be anxious to promote their own achievements. Thus, there is a need for direct evidence of the impact on services and the experiences of patients.
Secondly, while we have highlighted their successes in implementing national policy, some of those interviewed expressed concern that insufficient attention was being paid to local priorities. Individual primary care groups and trusts inherited widely varying populations and practices, and it is appropriate that their policies and priorities should reflect these differences. 12 This raises questions about the extent to which both national policies and those of the group or trust reflect the priorities of ordinary general practitioners, nurses, and other health professionals. 13 Thirdly, although most primary care groups and trusts were implementing some initiatives, some seemed to have made relatively little progress. And lastly, as emphasised previously, 4 the combination of tightly constrained managerial capacity and a heavy workload, arising from the organisational changes associated with mergers and the transition to trust status, raises concerns about the capacity of groups and trusts to devote sufficient resources to changes that will directly affect services to patients. Competing interests: None declared. 
